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Abstract
Enhanced Recovery after Surgery (ERAS) has been proven by evidence to lower both
recovery time and postoperative complication rates while also being cost-effective. It is a new
recovery process that consists of several bundles in order to meet adherence. The hospital site
where this project was conducted was at a Northern California Medical Center which provides
care for in-patient postoperative, urgent and non-urgent cases. On our assigned units, we
identified the potential for improvement after observing a lack of standardization of real-time
charting for ERAS. This resulted in retro data, which is not an effective way to collect data when
attempting to meet the hospital’s year-end target percentage.
At the start of this project, the hospital was 1% below their year-end ERAS target
percentage for non-urgent cases and 2% below for urgent cases. We assessed the current
performance improvement action plans and found nurses were not currently utilizing appropriate
ERAS tools to capture adherence. Such ERAS tools included, use of the Sidebar Summary and
Real Time Tracking Tool.
Given these results we recommended the intervention of utilizing the side-bar summary
on the electronic health record and a daily tracking tool, which both together would help create
increased rates of real-time data, further improving the accuracy of tracking adherence. In
conclusion, after three months of data collection, assessment, and implementation of the side-bar
summary and daily tracking tool, there was an improvement towards their year-end goal for
ERAS adherence and essentially moving towards meeting year end goal.

Key words: enhanced recovery, after surgery, real-time data, target percentage, daily tracking
tool, side-bar summary
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Section II: Introduction
Surgery is a type of medical practice that uses instruments and operative techniques to
investigate or treat conditions to help improve bodily function, repair, or appearances. This
process includes opening up a patient, creating a potential susceptibility to infection, disruption
of patho-physiological processes, and the potential for impairing quality of life. Traditionally, the
surgical process began with the patient status being nothing per os (NPO) for at least 12 hours
prior to the scheduled surgery. The rationale behind this is to reduce risks for aspiration and
allow the stomach to empty. Another traditional practice when recovering from surgery is to
keep the patient on bedrest to promote healing. However, the most recent evidence based
practice suggests that there is a more effective surgical recovery process that is called Enhanced
Recovery after Surgery (ERAS).
The goal of ERAS is to maintain normal physiology in the postoperative period,
optimizing patient outcomes without increasing postoperative complications or readmissions
(Kehlet & Wilmore, 2018). This surgical process includes several elements but for the purpose of
this project, it will focus on three elements: (1) Carb Drink, (2) Early Ambulation, and (3) Early
Nutrition.
The ERAS program was implemented roughly five years ago and has been used with
patients who have undergone bariatric surgery, general surgery, gynecological surgery,
orthopedic surgery, thoracic surgery, and more. With earlier recovery, the process aims to have
the patients feeling better sooner, have less pain, and return home to heal earlier, compared to a
prolonged in-patient surgery recovery. The first element is carb drink consumption which is
utilized in ERAS to reduce insulin resistance and support quicker return of bowel function. The
second element, early nutrition is offered in small portions and is provided to decrease the risk of

6
infection and provide energy for healing. The third element, early ambulation helps improve
blood flow which aids in quicker wound healing. The combination of these three elements mixed
with the prioritization of the patients preferences helps strengthen the success of the recovery
process.
The ERAS work proved that a clinical nurse leader (CNL) can be of great benefit to
improving quality improvement processes. The role of a CNL includes the ability to review cost
effectiveness and quality of care on the unit. They also can lead curriculum changes to improve
current practices, translate and apply the most current evidence based research findings into
practice, and develop functional models of care (NIH, 2020). Specific to this project, a CNL
would be helpful in monitoring the progress of the ERAS program, assessing ERAS adherence,
and collaborating with the necessary people needed to execute the change. As a leader, the CNL
can also perform the critical task of developing metrics to monitor systems and measure
progress.
Problem Description
Traditionally surgical protocols begin with the patient fasting for twelve hours, although
it is very common that unforeseen barriers delay the start of surgery, leading to an even more
prolonged fasting process. For postoperative recovery they stay in bed to heal while consuming
opioid medications to help them with their pain. That was the standard practice until 1997 when
a group of surgeons from Northern Europe introduced ERAS, a more patient centered process.
The core of this process is to produce improvements in surgical patient outcomes by reduction of
hospital stay and economic burdens, complications rate, and promote early recovery (Taurchini
& Tancredi., 2018), by requiring multidisciplinary teamwork. Although this was introduced in
Europe almost twenty five years ago, it is a fairly new process in the United States. The specific
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organization that this project was created for has implemented their ERAS program for the past
five years.
Current research and literature support that ERAS is safe, effective, patient-centered,
timely, efficient, and equitable. The simple perioperative measures such as early ambulation and
oral alimentation impacts patients outcomes positively and dramatically (Joliat et. al., 2018).
Using the ERAS program creates the opportunity to set realistic goals and expectations with the
patients before they undergo the procedure to enable them to follow the ERAS pathway and
improve effectiveness. The success of ERAS programs depend on clinical leadership, site
coordination, application of evidence based care protocols, and continuous audits of outcomes.
The ERAS program at this HRO includes a multitude of elements. Keeping in mind that
there are other ERAS elements, the process starts with the staff providing the patient education
verbally to create space for them to ask questions as needed. The staff will also emphasize on the
benefits of the ERAS program along with the specific elements such as the carb drink, early
ambulation, and early nutrition. Following surgery, the patient will be offered multimodal
analgesia to achieve pain relief with minimal or no opiate consumption. Next, they will be
encouraged to ambulate within the first twelve hours after surgery. They will also be offered
early nutrition (including a regular, soft, or full-liquid diet) within twelve hours of their surgery
to decrease the risk of infection and provide the energy for healing. Typically, two hours prior to
the scheduled surgery the patient is offered the carb drink to help reduce insulin resistance and
improve patient outcomes.
The current ERAS program includes all surgical patients, urgent (e.g., emergency surgery
after emergency room admission) and non-urgent (e.g., elective surgeries, non-emergent
surgeries) cases.). ERAS metrics are reported bi-monthly and monitored by the Quality
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Outcomes department and at the regional level. The quality gap assessed on these units included
the lack of internal communication and documentation of in-patient surgical services ERAS
adherence. This ERAS quality improvement project focuses on encouraging the utilization of
daily tracking tools to enhance patient quality that will be shown through the adherence of ERAS
elements. Currently the process consists of suggested daily tracking tools. However, upon
completion of this project, the sidebar summary and daily tracking tools increased
implementation will result in achievement of progress towards meeting year end metrics. See
Appendix A for sidebar summary and daily tracking tools.
Available Knowledge
The PICOT question used for the research articles and data collection for this ERAS
project asks: In perioperative patients (P), what is the effectiveness of using the sidebar summary
and real time daily tracking tool (I) as compared to utilizing retro data (C), to improve quality
outcomes with ERAS adherence (O) to meet year-end metrics (T)? The synthesis of literature
was conducted by utilizing CINAHL and PubMed databases. The databases were searched by
using terms relating to the topic such as: ERAS, enhanced recovery, data review, real-time data
tracking, perioperative glycemic control, postoperative ambulation, fundamentals of ERAS,
compliance with ERAS, and data analysis of ERAS. The publications of the research included
studies no earlier than 2014. Seven articles were chosen based on their connection to the goals of
this project.
An ERAS program challenges traditional surgical management; however it is supported
by evidence to be a better option compared to the conventional approach of surgical services
which has been practiced by habit without any current scientific basis. One retrospective study
promoted the key features for success of an ERAS program by highlighting the importance of
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identifying program champions, sharing best practices, use of standard order sets (such as those
found in the sidebar summary), and strategic management at an organizational level. Their
intervention had positive impacts on patient and health system outcomes and was effectively
applied across multiple institutions (Gramlich et al., 2017).
Challenges of the study included outdated and confusing information showing the
importance of real-time data collection and how it can help create standardization of processes to
lead to successful outcomes. Two cohort studies, both descriptive retrospective studies, revealed
that an increased adherence to ERAS protocols was associated with a decrease in postoperative
complications (Kehlet & Wilmore, 2018 & Ripolles-Melcho, et al., 2019). They also heavily
emphasized on successful measurements of outcomes and refinement of interventions dependent
on internal data. One randomized controlled trial verified safety and efficacy of perioperative
effects in patients undergoing surgery through an ERAS program (Qi et al., 2018).
Another randomized controlled trial provided evidence (from the study) regarding the
efficacy of ERAS in improving quality of life compared to the conventional perioperative
management protocol (Bahadur et al., 2021). In a case report, it highlighted the challenge of staff
implementation and requirement of multidisciplinary teamwork with readiness to make changes
as knowledge evolves (Taurchini & Tancredi, 2018), such as the Sidebar summary being
implemented at the HRO this project focuses on. Another cohort observational study showed that
a data-driven approach to guide implementation of practice guidelines and data collection
process was needed before ERAS implementation (Gresham et al., 2019). Overall, these studies
show that the presence of an ERAS program has a positive impact on patient outcomes, quality
improvement, patient satisfaction, and surgical management. See Appendix B for an evaluation
table to support this evidence.
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Rationale
Lean methodology was used as the conceptual framework for this review which guided
the ERAS project. This framework provided the foundation to create an effective intervention to
address the importance of active engagement of all participants including partnering with the
patient and cooperation of the multidisciplinary teams. Patient tailored processes help build a
successful program because everyone has their own valuable experiences and perspectives. This
success can be measured by the involvement of regional leadership, such as in this project
implementation. The major elements of Lean methodology include a combination of strategic
management, policy development systems, and daily visual management, which includes an
approach of staff taking time each day to evaluate progress by using daily huddles (Lawal et al.,
2014).
More critical principles of Lean methodology include: standardizing the way work is
conducted, identifying and solving problems, making process improvements throughout the
entire team by including everyone, and identifying customers' values (BHM, 2017). Utilizing
these elements creates a fundamental change of organization thinking and values creating the
potential to transform organization behavior to use the most efficient resources.
Elements from the Diversity Awareness Model were also incorporated into this project.
Those elements included: (a) Problem: potential or actual (b) Perceptions: self and others, (c)
Process: thinking or critical thinking, and (d) Proclamation: diversity awareness (Mostasisa,
2021). Incorporating these elements into the ERAS project created acknowledgement that every
member of the team is different and all have varying knowledge on ERAS but will all contribute
to reaching the project goals in their different ways. Applying a combination of these two
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methodologies will create a set of tools for implementing such changes and prioritizing patient
satisfaction and quality patient care.
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Specific Aim
The specific aim for the ERAS project at this organization is to increase real-time data
tracking by utilizing the sidebar summary and daily-tracking tools which are designed to confirm
proper documentation on ERAS elements. This confirmation is assessed from a baseline of
current percentages (August 2021) of 74% for non-urgent surgery cases and 63% for urgent
surgery cases, to their year-end target percentages of 75% and 65% by December 31, 2021.

13
Section III: Methods
Context
ERAS has been shown to improve clinical outcomes and indicate substantial economic
gains. Simple measures such as early ambulation, multimodal pain management, and early
feeding were implemented within these microsystems and have positively impacted patient’s
outcomes dramatically. When implementing such changes, standardization of clinical pathways
plays an important influence on the success of the interventions. During the course of this
project, two microsystems were assessed for the adherence to their facilities ERAS protocols.
They were evaluated using Gemba, a Lean process which allowed us to physically walk through
the care process, observe the processes, and respectfully take notes on opportunities for
improvement within these two working environments.
The American Association of Nurse Anesthesiology (AANA) refers to ERAS as patientcentered, evidence-based, multidisciplinary teams that develop pathways to facilitate recovery
(AANA, 2021). The current ERAS program at this facility promotes complete adherence of their
early recovery protocols. This includes patient education, documenting enhanced recovery, as
well as setting realistic goals and expectations with the patients before they undergo surgery. The
risks of incomplete ERAS adherence are increased readmission rates, financial burdens for
patients and hospitals, and postoperative complications. Therefore, this facility is highly
encouraging staff to adhere to the ERAS protocols to reduce the gaps in ERAS care by ensuring
they are documenting for ERAS in real-time. Maintaining compliance to ERAS protocols has
been shown to improve quality outcomes for the surgical patients at this facility. See Figure 1 for
Strength, Weaknesses, Opportunities, Threats (SWOT) analysis.
Figure 1
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SWOT Analysis
Strengths:
Caring and dedicated professional
staff providing excellent patient care
resulting in consistant patient
satisfaction.

Weaknesses:
Limited use of the Sidebar & Daily
Tracking Tool per patient.
Shift time limitations, increased
admin workload &
High-level of patient care needs

SWOT
ANALYSIS
Opportunities:
Increase efficiencies & staff support,
Decrease burnout, Improve ERAS
Outcomes Positively impact patient
health, safety & satisfaction
outcomes

Threats:
Increased census & workload per
nurse.
If year end targets not met - job loss,
loss of funding, decreased quality
outcomes

Every surgical patient at this HRO is eligible to be an ERAS patient which creates a large
population to improve patient quality outcomes. The actual microsystem consists of registered
nurses, two nurse managers, and clinical nurse assistants. The organizational structure of the
ERAS team includes: a quality nurse consultant, one quality leader, a regional ERAS mentor,
two service line directors, one physician lead, one Clinical Innovation Deployment Leader
(CIC), the perioperative lead, two patient care services (PCS) leads, two physician leads, one
clinic lead, the perioperative and PCS unit managers, and the surgery clinical manager, creating a
variety of key sources working to improve ERAS adherence. Engaging the entire ERAS team
with the intervention was an important factor in creating awareness of the current state to begin
to target the opportunity for improvement.
There are many metrics that the Quality Outcomes department has identified as important
for ERAS adherence. The top three metrics are: the consumption of the carb drink, early
ambulation, and early nutrition, and these factors are highlighted in the sidebar summary and the
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information necessary for the daily tracking tool. Currently, there is no standard process for who
is completing the daily tracking tool creating a gap in real-time data and ERAS adherence. This
project will focus on identifying when the daily tracking tool is to be completed and where it will
be presented and stored so that the ERAS team may have easy access to the data in hopes to
continuously improve the percentage to meet the year-end target percentages.
The previously mentioned metrics are the Quality Outcomes department’s way to
measure continuous improvement. These metrics are monitored at a regional level and reported
bi-weekly to the ERAS team. The Quality Nurse Consultant manages/coordinates operational
and administrative requirements for the facility readiness. The nurse managers ensure completion
of nursing education, develop, and implement solutions. The leading physicians are held
accountable for program implementation, development and evaluation of effectiveness, and
complete periodic evaluations. The operational leads monitors and reports performance progress
towards year-end target percentages and assists with managing the ERAS program. The
executive leadership formulates the goals and outcomes and in ERAS, this is 75% adherence for
non-urgent surgical cases and 65% adherence for urgent surgical cases by December 31, 2021.
These percentages include leeway for clinically appropriate fallouts. The Quality Outcomes
department is a special group of individuals who focus on a number of areas that impact the
quality of patient care by focusing on using outcome measures to manage quality. This project
aims to achieve the best outcomes for the lowest cost and thus maximizing value for patients by
fostering improvement and adoption of best practices, further improving patient outcomes.
Cost Benefit Analysis
A key component of ERAS is to achieve significant cost savings and cost avoidance from
increased length of stay (LOS), preventable postoperative complications, and readmission rates.
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The most challenging aspect of the ERAS process is creating a workflow that incorporates the
daily tracking tools into existing duties. To achieve this goal, we established a daily tracking tool
for the nurses and nurse managers to complete every shift to accurately monitor ERAS
adherence. The goal of implementing this tool is to provide access to real-time data and ensure
every surgery patient is completing the ERAS protocols, helping improve the rates of meeting
the year-end target percentage. Risks of not implementing our tool are further necessary
treatment, delayed recovery, and a decrease of return on investment. The purpose of this costbenefit analysis is to determine whether this ERAS project is the best option for the HRO to
pursue at this time.
Surgical quality is very important when it comes to evaluating the costs associated with
the surgical procedure and the potential financial burden on patients and the hospital. The
proposed costs for ERAS improvements within the defined project are directly related to the
necessary financial analysis for best project representation. The common goal is improving
patient care, complete staff participation, and reduced hospital expenses directly related to
postoperative care. In short, the proposed intervention covers the financial implications and very
minimal additional costs must be made to implement this project. The average hourly salary of
nurses at this HRO is $80/hr. The sidebar summary/daily tracking tool implementation consists
of 15 minutes of data entry, reflecting the additional cost of ~$20/nurse per day, if they need to
complete it outside of their shift. However, it’s our intention that they complete it as an
additional task to their shift-change reports, therefore it’s included in their regular work day.
Compare this amount with the greater savings in one year of nearly $948,500, leading to a net
savings of $395, 717 (Stone et al., 2016) when an ERAS program is implemented successfully.
These statistics indicate a significant loss when ERAS is not adhered to. The financial costs of
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executing this intervention outweigh the estimated return on investment, therefore total savings
may be more substantial when ERAS is spread to other surgical specialties and that is why we
recommend it to continue to be utilized.
Intervention
The specific intervention for the ERAS program was implemented as follows (see
Appendix E). ERAS patients are identified by utilizing the organization's surgical services,
therefore any patient who requires surgery is eligible to be an ERAS patient. The intervention
used in this project is a multi-step process, involving two key players- the staff RN’s and the
Clinical Nurse Managers (CNM). First, it begins with the patients being assigned to a Staff RN at
the beginning of their shift. Next, the staff RN should open the patients EHR/chart to review the
ERAS elements that are located in the sidebar summary. These ERAS elements that are required
for real-time data tracking include: carb drink consumption (document % taken and time-should be 2 hours prior to surgery), early nutrition (document % of meal consumed-- goal= full
liquid, regular within 12 hours after surgery), and early ambulation (document distance walked.
goal= 0-21ft or greater within 12 hours of surgery). At the end of the Staff RN’s shift, they are to
review the sidebar summary to ensure all 3 elements were charted on and that no ERAS
documentation is missing. Once that is verified, they lastly input the data from the EHR on the
three elements and into the daily tracking tool. That completes the Staff RN’s duties within the
intervention.
Following the Staff RN’s completion of their tasks, also at the end of the shift, the CNM
would review the daily tracking tools data to ensure everything has been completed. If anything
is missing, the CNM would inquire about it with Staff RN’s who are oncoming or leaving. In the
morning huddle on the following day, the CNM reports data from the previous day's daily
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tracking tool. This also provides opportunity for the CNM to remind the Staff RN’s to chart on
ERAS elements and to complete the daily tracking tool at the end of their shift, prior to giving
report to the oncoming nurse. The data used within this intervention is imperative to ensuring
that each surgical patient is utilizing the ERAS program, ultimately contributing to improved
data by creating a larger data collection population. (See Appendix D for Cost Benefit Analysis
Table.)
Study of Intervention
The study of the intervention for the ERAS project was done on a weekly and monthly
basis. Each ERAS patient with fully adherence to the ERAS bundle is a success in the project.
Three months of data was collected and analyzed during this project. The bi-weekly ERAS
Workgroup meetings provide an opportunity for the team to discuss results of changes,
successes, and barriers contributing to the implementation of the intervention. Providing this
opportunity is very key to the success of the project because it allows everyone to brainstorm on
potential solutions to the barriers, as well as celebrating the successes.
During the development of the plan-do-study-act (PDSA) Cycle, it shows the evidence of
the effectiveness of real-time data collection tools by the non-urgent cases currently meeting the
year-end-target percentages. The three months of results can be compared to the six months of
data that was collected from the bundle adherence in Appendix C. The bundle adherence shows
how the small numbers contribute to a larger scale when measuring overall adherence. This
project is intended to be ongoing, and monitored annually1. The PDSA cycle for this project
focuses on the importance of consistent reminders on collecting the most recent data. Data will
continue to be collected daily from the daily tracking tool, as the goal of the project is to help the
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organization improve real-time data collection to create opportunities to maintain and meet their
year-end target percentages for both urgent and non-urgent cases.
Measures
Measures for this ERAS project are aimed at recording the accuracy of tracking ERAS
patients through the daily tracking tool. The outcome measure for this project is the percent of
patients who have completed the ERAS bundle contributing to the adherence of the year-end
target percentages that were set by Regional management. The two process measures that were
reviewed in this project include a sidebar summary and a daily tracking tool. These two process
measures provided the data necessary to meet the year-end target percentages. The sidebar
summary is a tool to remind nurses if documentation was completed on ambulation, early
nutrition, and carb drink consumption, all factors that are required to be within adherence of the
ERAS bundles.
Items were scored on a scale of 0-100%, 0%= noncompliance/non-adherence, 33%=
nutrition adherence, 66%= ambulation and nutrition adherence, and 100% if nutrition,
ambulation, and carb drink adherence. Sample items include “supplement given,” “patient
ambulated 10 feet, “and “60% of diet taken.” The highest score (100%) indicates the patient has
100% adherence to the ERAS protocols. A lower score such as 33% indicates that full adherence
has not been met for this patient, leading to them not being included in the year-end target
percentage because they either did not meet all of the ERAS protocols or the nurse did not
document them meeting the required protocols.
This scale represents the importance in adhering to all of the ERAS protocols and
highlights the importance of accurately recording in the daily tracking tool as well as utilizing
the sidebar summary to double check that all ERAS bundles have been documented on. The two
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process measures included data from fourteen different microsystems and categorized them as
urgent and non-urgent surgery cases. These process measures are important because it includes a
number of areas that impact the quality of patient care by focusing on using outcome measures.
When a standardized process of collecting data is implemented correctly, it increases the validity
of the acquired data further increasing the credibility of the numbers. Validity is important
because it shows that it is possible to achieve the best outcomes for the lowest cost, and thus
maximizing value for patients. ERAS protocols have been fully implemented at this HRO for
five years, but this project will be fully implemented within this microsystem by November
2021. Project measures and specific measurement strategies for this project are located in
Appendix F.
Ethical Considerations
The research participants in this project were not subjected to harm in any ways and their
dignity was prioritized as patients. Privacy protection was a top priority in this project as we did
not collect any identifying information, and only collected data on the measured outcomes. There
was a high level of confidentiality and anonymity within the research data due to the fact that no
identifiable factors were included in our findings. There were no conflicts of interests throughout
the course of this project considering that only relevant components to the project were assessed.
The samples of subjects in this project were all surgical patients within this HRO and no
confidential information was revealed to us. This project involves the implementation of existing
quality standards and provided systematic monitoring to ensure the needs were being met. This
project was reviewed by the University of San Francisco and was approved as an evidence-based
activity that does not require IRB approval (see Appendix G).
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Section IV: Results
The ERAS real-time data tracking tools have been effective in meeting the non-urgent
target percentages that were set by Regional management and are moving towards meeting yearend target percentages for the urgent cases, which are more difficult to obtain due to time
pressures. The goal for this project was to meet the year-end target percentage for both nonurgent cases (75%) and urgent cases (65%) by December 31, 2021. To meet this goal, ERAS
adherence had to increase 1% for non-urgent cases, and 2% for urgent cases. The elements that
were required to help boost these percentages included a measurement of the ERAS bundles data
on: carb drink, early ambulation, and early nutrition rates, found in Figure 2. The data for these
measurements dates back to May 2021, however the significant improvements towards meeting
targets did not occur until implementing our intervention of the sidebar summary and daily
tracking tools. It is expected that this project will meet both year-end target percentages and
continue to produce positive results given the significant improvements in ERAS adherence in
the last three months
Figure 2:
ERAS Bundle Elements Data

Section V: Discussion
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Surgery can be an experience that evokes uncertainty and fear for patients. As healthcare
providers, it is important for us to provide the best and safest patient centered care. While the
daily tracking and sidebar summary tools provide useful data on documenting the progress of
recovery, it is important to understand the overall impact the elements of those tools have on the
patient's recovery. Historically, surgery recovery consisted of lying in bed and resting. However,
as mentioned earlier in the paper, evidence shows that early ambulation, multimodal analgesics,
and early nutrition together result in an accelerated recovery, reduced severity of postoperative
complications, and no increased burden on primary care or emergency department usage.
Although the ERAS program at this HRO is fairly new, the rationale behind the ERAS elements
are not and evidence shows that ERAS programs have a positive impact on outcomes (Gramlich
et al., 2017). Compliance with the ERAS protocols is critically important in the program's
success, which will ultimately help improve patient outcomes and increase patient satisfaction.
Lessons Learned
This ERAS project provides awareness to staff on their minor contributions and how
great of an effect it actually has on the patients’ recovery. Simple tasks like helping the patients
take a few steps within 12 hours of their surgery can make significant strides to improving health
outcomes. The project focused on the importance of utilizing real-time data and aimed to
encourage staff to document in real-time to support the effectiveness of utilizing nursing
interventions to work towards ERAS adherence. Through this project, it is expected that there is
a higher amount of ERAS elements being utilized, with a goal of standardizing the data tracking
process to ensure each patient has access to the same high-quality recovery process shown
throughout the implementation of this organizations’ ERAS program.

23
There is a high value on the patient-nurse relationship as well as the teamwork required
between regional, quality outcomes, and management levels to implement successful outcomes,
as we have seen in the results of this project. Consistent collaboration, high levels of
engagement, and open community between all members of the team are important factors in
successfully implementing such project. The most important factor is to set goals and
expectations that are revisited at regular intervals, such as the biweekly ERAS workgroup
meetings, in order to maintain accountability and work well as a team.
Continuing to include CNL’s as valuable additions to the ERAS Workgroup team will
help support the importance of prioritizing high-quality, safe, patient care. Within this role, the
CNL would be able to assess each microsystem and serve as a mentor/leader in the program,
creating a specific person who would oversee the data being collected and monitoring the
elements of ERAS. The CNL carries the common goal of implementing the best evidence-based
practices and improving quality of care, a huge factor at this organization. For this project, a
CNL would serve as a leader who can align with the Workgroup teams’ goals and also provide
valuable insight on developing PDSA cycles, evaluating current practices, and improving the
current processes to meet the organization's goals as needed.
Conclusion
This ERAS project has shown excellent results at both locally and regional levels. This
project ensured that proper documentation occured at the front line, as well as assessing the
importance of safe patient recovery outcomes. The ERAS program provides critical elements
which encourage the patients to get moving and take control of their recovery after surgery. The
sidebar summary and daily tracking tools serve as important documents in communicating realtime data with the front line team and also with regional management, who assess the success at
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a more indirect level. Implementing this quality improvement project within other units creates
an opportunity for hospital-wide support and engagement. This new, more advanced, process of
surgery recovery should become implemented across the United States due to the proven success
of patient outcomes such as decreased length of stay, improved patient satisfaction, and
reduction in complication rates. ERAS resolves the pathologic process in patients by minimal
interruptions of the normal physiology, giving the patient a high chance of faster recovery
(Nanavati & Nagral, 2016). This ERAS project specifically addresses the goals of real-time data
tracking, proper documentation, element implementation, and potentially guiding the
organization to meet their year-end target percentages. It is expected that this project will
increase awareness about the importance of filling out real-time data tracking tools to support
complete ERAS adherence.
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APPENDIX A. Sidebar summary and daily tracking tool
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APPENDIX B. Evaluation Table
PICOT Question:
In perioperative patients (P), what is the effectiveness of using the sidebar summary and real
time daily tracking tool (I) as compared to utilizing retro data (C), to improve quality outcomes
with ERAS adherence (O) to meet year-end target percentages (T)?
Study

Design

Sample

Outcome/Feasibility

Bahadur et. al. (2021)

Randomized
controlled trial
(RCT)

180 Gynecological
surgery patients, 90
randomized for
ERAS protocols and
90 for conventional
surgery protocol from
January 2019-July
2020

Evaluated evidence
from a study which
found ERAS patients
had a reduction in
hospital stay and
improved quality of
life compared to the
conventional
perioperative
management
protocol. Significant
decrease in time for
recovery of bowel
function and
tolerance for diet in
the ERAS group.

Gramlich et al. (2017)

Retrospective study 2,188 colorectal
surgery ERAS
patients in 2013-214

The data provided in
this study allowed the
researchers to detail
processes and
strategies to
successfully
implement ERAS
programs across
multiple sites. The
evidence supported
data collection and
documentation

Gresham et al. (2019)

Cohort study

Results found that a
data-driven approach
to guide
implementation of

609 adult patients
who underwent an
elective (non-urgent)
colorectal procedure
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between March 2010- practice guidelines
September 2015
and establish
sustainability of
ERAS and protocols
supported data
collection processes.
Implementation of the
ERAS program was
associated with an
absolute reduction of
12% postoperative
complications and
significant reduction
in surgical site
infections among
patients who
underwent open
procedures.
Kehlet & Witmore
(2018)

Cohort study

100 patients (50
ERAS & 50
traditional surgical
protocols) undergoing
vaginal hysterectomy

Evidence showed that
the length of stay
decreased more than
50% and ERAS
protocol was
associated with a cost
savings of nearly 10%

Qi et al. (2018)

Randomized
controlled trial
(RCT)

160 (80 ERAS & 80
traditional surgical
protocols) patients
with liver resection
from August 2016November 2017

ERAS group had
significantly less
complications
compared to the
conventional surgery
group. ERAS patients
reported less pain and
higher satisfaction,
earlier ambulation
nutrition and had less
hospital stay and cost.
This data shows
ERAS programs can
safely and effectively
accelerate patient
recovery

Ripolles-Melcho et al.
(2019)

Cohort study

2,084 adults
scheduled for elective

ERAS adherence was
associated with a
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Taurchini & Tancredi
(2018)

Case report

colorectal surgery
from September 15December 15, 2017

decrease in
postoperative
complications within
30 days after surgery.

614 patients

Passive ERAS
compliance was high
(93%) and the poor
active compliance
was associated with
major morbidity and
increased length of
stay creating a strong
predictive value for
surgical outcomes.
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APPENDIX C: ERAS Target Percentages
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APPENDIX D: COST BENEFIT ANALYSIS/ROI

Improvement
Goal

Improvement Cost

Improve surgical
Cost of implementing
services by
ERAS project:
adhering to ERAS
protocol by
utilizing usage of
the daily tracking
tools (Sidebar
summary and
daily tracking
tool) leading to
reduction of stay,
reduced
complications, and
improved patient
recovery
outcomes.
Idea: student based
(free)
Maximum time
required outside of shift
(if necessary) by staff
RN:
15mins/shift
Staff RN salary= $80/hr
= $12 per staff RN
Estimated staff RN’s on
the surgical units daily:
50
Total improvement
cost= $1,200

Revenue Improvement
through Cost
Avoidance

ROI

Avoid 1 patient from
postoperative
complications,
readmissions, and
increased length of stay
(LOS).

Estimate cost per patient
for postoperative
complications,
readmissions, and
increased LOS: $2,8065,898

$2,806- $600=
$2,206 per
patient (min est.)
$5,898-$600=
$5,298 per
patient (max est.)
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APPENDIX E: ERAS Project Intervention/Process Map
ERAS Project: Pathway

Bi-weekly ERAS Workgroup meetings are held to discuss the most current status of the
progress towards meeting the year-end target percentages, including updates on:
● Current data on carb drink consumption
● Current data on early nutrition
● Current data on early ambulation
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APPENDIX F: Project Charter
Project Charter: Enhanced Recovery After Surgery (ERAS): How Sidebar Summary and Daily
Tracking Tools Contribute to the Effectiveness of Real-Time Data
Global Aim: improve utilization of the sidebar summary and daily tracking tools to enhance
patient quality shown through adherence of ERAS protocols.
Project Aim: Upon completion of the implementation of sidebar summary and presenting daily
tracking tool data in morning huddle, achieve a 2% percent increase in progress towards the
year-end target percentage of ERAS adherence
BACKGROUND:
● Setting: A Northern California Medical Center with 401 beds in an acute hospital setting,
providing care for in-patient postoperative, urgent and non-urgent cases. The
organization's mission envisions excellence in the quality of patient care. ERAS bundle
focuses on three elements:
○ Carb drink: preoperative carb supplements reduce insulin resistance, supports
quicker return of bowel function.
○ Early Ambulation: improves blood flow which aids in quicker wound healing.
○ Early Nutrition: the stress of surgery increasing protein and energy requirements.
Adequate oral nutrition decreases risk of infection and provides energy for
healing.
● ERAS adherence provides the opportunity to improve quality outcomes and patient
satisfaction sidebar Summary: ERAS checklist within patient chart/EHR Daily Tracking
Tool: Documentation table for Bundle usage
● Quality Gap: Internal communication and documentation of in-patient surgical services
ERAS adherence
● Evidence: Three months of data shows staff's continuous use of effective nursing
interventions to work towards ERAS adherence. Ultimately contributing to the increase
of the percentage outcomes by meeting the year-end target goals for non-urgent cases.
and moving towards year-end target percentages for urgent cases.
Sponsors:
Project Sponsors

AQL

A.G.

Organizational Oversight (SSPI
committee)

Service Line Directors
Physician Leads
CIC Deployment Leader
QNC

S.Y. &
T.S.
A.B.
M.M.
T.M.
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Goals:
Enhanced Recovery After Surgery (ERAS) has been proven by evidence, to lower both
recovery time and postoperative complication rates while being cost-effective at the same time.
The aim of this project is to improve ERAS performance by implementing evidence-based
changes such as utilizing a daily tracking tool. The goal of this project is to increase the ERAS
target percentages for urgent and non-urgent cases at the microsystem level. The project
involves: needs assessments, performance improvement plans, daily feedback, real-time tracking
by front line nurses, collaboration, data analysis, all equally contributing to the evaluation of the
quality standards and continuous systematic monitoring. It will consist of an analysis of staff
utilizing the sidebar summary and how that affects the outcomes in the daily data tracking tool.
The project will include random samples of data from the same populations. The Lean
methodology and the Diversity Awareness Model (DAM) will be used to implement this project
at this High Reliability Organization (HRO). After collecting the data, the students will review it
and provide recommendations to improve the quality of care on the included units. Our outcome
of data analysis will be presented to staff to help enforce the effectiveness of the Sidebar
Summary and the necessity of its use for improved ERAS outcomes by meeting target
percentages.
Measures:
Measure

Data Source

Target

% of urgent ERAS patients

Daily tracking tool

65%

% of non-urgent ERAS
patients

Daily tracking tool

75%

% of Staff RN’s who have
documented complete and
accurate ERAS protocols

Side bar summary

100%

% of Nurse Managers who
have documented complete
and accurate # of ERAS
patients

Daily tracking tool, daily
audits from QNC in Epic

100%

Daily tracking tool, side bar

100%

Outcome

Process

Balancing
Staff engagement and
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readiness to complete sidebar
summary and daily tracking
tool

summary

Team
Process Owners (Interdisciplinary
Collaboration)

PeriOp Lead
PCS Leads
Physician Leads
Clinic Lead

Front line leaders (UMD, Unit,
and Clinic Managers)

Perio-OP Manager/ANM
PCS Unit Managers
UMDs
Surgery Clinic Managers

K.M.
A.K. &
A.E.
R.Y. &
A.T.
C.O.

Driver Diagram:

Population Criteria: in-patient surgical patients (urgent and non-urgent cases)
Data Collection Method: data was obtained from ERAS workgroup data updates within the
bimonthly meetings presented by CIC.
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APPENDIX G:
Student Project Approval: Statement of Determination
Title of Project: Enhanced Recovery After Surgery: Effectiveness of Utilizing Real Time Data
Brief Description of Project:
A. Aim Statement: to increase the utilization of ERAS performance on surgical patients
from a baseline of 74%/64% to the end of year target percentage of 75%/65%
B. Description of Intervention: Nurse managers will monitor the number of ERAS patients
on their units, and update the real time tracking tool to ensure each surgical patient is
meeting ERAS percentage adherence. The Nurse Managers will upload the previous
day’s tracking tool to the daily Team Huddles so that all of the ERAS team is aware of
the most current data. Quality Nurse Consultant and CIC Deployment leader will assist
with reminders for unit staff to chart via the sidebar summary to ease the workflow for
the nurse managers task of updating the daily tracking tool.
C. How will this intervention change practice? It will ensure that the HRO is improving
patient care by implementing the ERAS protocols further increasing the improvement of
quality patient care. Utilizing the side-bar summary and daily tracking tool will help
improve real-time data, which is imperative for meeting the end of year target
percentages.
D. Outcome measurements: % of urgent and non-urgent ERAS cases biweekly to meet the
end of year target percentage.
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